MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH .. 363-030591

DEPARTMENT OF.P HEALTH AND WELFA - ~
OF-PUBLIC HEALTH A 18 o N].DO3 o 7705 STATE FILE NUMBER
DO NOT WRITE AMENDED istration Di: o, ———. —Primary Registration District AV A _____.‘__Ilegurur_ aNo, ¥ ¥ W5 -

ON THIS STUB S — v
1. PLACE OF DEATH 2. USUALU RESIDENCE (Whera deceased lived. If institution: Residence before

a. COUNTY a. STATE b. COUNTY sdmissian)
Mo, ¥Wright

V5 300
Rev. 4/59

b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY Inside Limins

oW ST, LOUIS, MISSOURT | 3weeks W Mtn. Grove Y Xi No O3

1 c. FULL NAME OF (If NOT in hospital, giva lucation) Inside limits d. STREET - {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS

2///-// INSTITUTION BARNES HOSPITAL Yes(Q No[] Yes [0 No§
a : 3. NAME OF DECEASED First Middia Last 4 OATE Month Day

| Eleh HOWARD THORNTON _ | .08Am  July 26
1 A 5. SEX 6. COLOR OR RACE 7. MarriedX]  Never Married [] [6. DATE OF BIRTH | 9- AGE {last birthday) L:DU?ENDYEAR
/ Male White Widowed 0 Dwored O 81878 | 85 il

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Ciry and state or country} | 12, CITIZEN OF WHAT COUNTRY
durjng most of working life, even if retired)

armer Fa Kansas

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Dave Thornton Rachel West : Bell Thornton

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address

{Yes, na, ar unknown) | (If yes, give war or dates of sarv
ho Bel)l Thornton Mt.Grove Mo.
18. CAUSE OF DEATH (Enter only one cause per linel S - INTERVAL BETWEEN
PARY ). DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) Carcinoma of colon 11 vrs.

DATE AMENDED

.——/—
/

DOCUMENT

Conditiony, if any, DUE TO {b)
which gove rise 1o

:lar;‘:q fﬁ:‘:mﬂ- - A ,53’5
lying cause last. DUE TC (<)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not related to the terminal PART i), If decessed was femele was
disease condition given in PART I {a) R there & pregrency in last 90 days.

]D Yes I g Ne I O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of tnjury in PART | or PART {1 of item 18.)
PERFORMED? ] (m] a
YESXX NO O

20c. TIME OF Howr Month, Day, Year
INJURY a.m.
P,

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bidg,, ef.) .
NOT WHILE AT WORK [] )

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

7/26/63

m on the date stated above, and to the best of my knowledge, from the causes stated.

21, 1 srtended the decessad fro . to. 7/26/63 and last umnlive on

Death occurred at
[N

Wi, Y
[N E —  (Degres or title) .22b. ADDRESS 22c. DATE SIGNED
: s(" E\W% LEZ WV BARNES HOSPITAL 7/27/63

23a. BURIAL, CREMATION, | 23b. DATE ] 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Srate)

REMOVAL {Specify)
Lone Star Cemetery

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

R E W‘ o VAL 7-30-63 25. DATE RECD. BY LOCAL REG.

BARBER - VN sirTe Brove, Yo JUL 2¢ 1863

[Licensad Embaimer's Statement on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

1
or by é’d s Student Embalmer No._df7—£/_,

working under my persgnal supervision,

Student M | Cor?

. Signatura of Student Embalmer

Licensed Embalmer No

P. Q. Address,

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

{f embalmed by a STUDENT, he also shall sign in his OWN handwrmng

_f-this body is not embalmed fact should be so stated above :

.




